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why a conference? 


During the past half century scientific advances and improvement in 
community health services as well as in the standard of living have helped 
push back tuberculosis in the United States. A time for stock-taking and 


planning has come. 


What steps must we take to continue progress or speed it up? Should we 
just carry on as we are? Can we relax our efforts somewhat or do we need 
to intensify them? Are there new programs we should undertake? Or should 
we select a few of our present programs for concentrated attention? 


The United States Public Health Service and the National Tuberculosis 
Association asked a small group of national leaders in several phases of 
public health and tuberculosis control to answer these questions—to define 
the major gaps in present practices and to suggest the action needed. 
Eighteen conferees deliberated for three days at Arden House in Harriman, 
New York, with assistance from staff members of the PHS and the NTA. 


The following pages present the recommendations of the Conference and 
summarize the discussion that led to the recommendations. The comments 
reported are those of individuals, not of the Conference as a whole; a 
complete technical report is being prepared for joint publication by the 
U.S. Public Health Service and the National Tuberculosis Association. 


The Conference was held here, Arden House, Harriman, New York. 
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TB CONTROL: 
THE BIG PUSH AHEAD 


The ultimate goal is the elimination of tuberculosis in the United 
States of America. 


The tool is modern treatment, particularly treatment with drugs. 
Used as a public health measure, drug treatment can speed up 
the present trend toward conquest of the disease. It should be 
so used. 


This is the major recommendation of the Arden House Conference 
on Tuberculosis. 


The conferees made eleven other recommendations for strength- 
ening the present control program. The recommendations dealt 
with such varied matters as research, finances, and performance 
standards. 


It is hoped that all persons interested in public health will study 
the recommendations and consider applying them in their own 
situations. The challenge presented by the recommendations 
promises to be the greatest stimulus in recent years to the continu- 
ing fight against TB. 


Most inspiring is the conclusion arrived at by the Arden House 
conferees that the goal can be reached if this nation really wants 
to reach it. If bold and decisive action is taken, tuberculosis can 
be virtually wiped out in this country. 
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The Major Recommendation: 


TREATMENT IS THE TOOL 


Lh 


‘@ The major recommendation of the Conference is a program for = 

é the widespread application of chemotherapy as a public health EO 

measure for the elimination of tuberculosis in the United States. S 

GOAL: 

To sterilize that important part of the reservoir of tubercle bacilli * 

z that presently exists throughout the country in persons currently rs : 
suffering from active tuberculous disease, whether presently 1948 


known or unknown to public health authorities, and in selected 
persons who previously have had active disease and were inade- 
quately treated. 


TECHNIQUE: 

4 Mobilize all resources for a widespread application of the scien- x 
tifically demonstrated and medically accepted procedures of ade- at 
quate chemotherapy. These include the proper dosage of appro- previ 
priate drugs or combination of drugs given continuously over an — 
adequate period of time—procedures that are known to destroy nies 
tubercle bacilli in the human body, render the patient's disease pract 
noncommunicable to others, and minimize the possibility of reac- 8 
tivation. visio1 

the c 
The unique aspect of this recommendation lies in its emphasis on he ne 

such chemotherapy primarily as a public health tuberculosis B 
control measure (as well as for the benefit of the individual tt 
patient) with all of the connotations of community mobilization to he 
and control by public health authorities that this new concept see t 
implies. This recommendation obviously implies as well an ade- — 
quate case-detection program. to th 
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For all Americans, A 
modern treatment methods recon 
make possible the defeat respo 


of tuberculosis. 
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TUBERCULOSIS CASE AND DEATH RATES 


= CASE RATE 


AC 


Case rate in slower decline than death rate. 
From 1948 to 1958 both annual death rates 
and annual rates for newly reported cases 
declined. The case-rate decline was at a 
slower pace. The death rate declined 76.7 
per cent from 1948 to 1958. The new case 


TIVE CASE RATE 


rate declined 52.2 per cent in that time. Since 
1952 reporting practices have changed. Newly 
reported active cases are now differentiated 


from the total; they make up about three 
quarters of newly reported cases. 


DEATH RATE 


Without disregarding the patient’s interest in treat- 
ment for the cure of his disease, the Conference placed 
emphasis on protecting the community; infection can be 
prevented by eliminating active disease. 

In the past few years, much of the treatment of tuber- 
culosis has shifted from official agencies to private physi- 
cians. Now that treatment at home has become more 
practical, gaps in the supervision of patients have opened. 
Few health departments or tax-supported hospitals have 
provided adequate home-treatment services and super- 
vision. If each patient could and would obtain privately 
the competent medical, nursing, and rehabilitation care 
he needs, the lack of supervision might be unimportant. 

But home treatment is nowhere near what it should 
be. Too many patients are untreated or inadequately 
treated. Too many are unsupervised and even unreported 
to health authorities; in either case, there is no one to 
see that treatment is kept up. Too many relapse into 
active disease, thus increasing infectiousness and adding 
to the cost to taxpayers when the patients must return 
to the hospital. As a result, many people are still being 
newly infected with tuberculosis. All this makes treat- 
ment of the disease a public health as well as an individ- 
ual problem. 

As will be reported below, the Arden House conferees 
recommended that public health authorities assume their 
responsibility for seeing that all TB patients receive 
adequate treatment. 

The conferees felt that new heights in control might 
be reached by considering total treatment as a public 
health as well as an individual measure. In this concept 
lies the one great hope of markedly reducing future 
infections by using tools currently available. 


1956 


1958 


Historical Perspective 


In the many years of TB control effort, successive 
goals have been set, based on the discovery of new tools 
or the development of new techniques. Not only has each 
of these goals been higher than the preceding one, but 
each has been characteristically just a little higher than 
the people setting it could seriously hope to achieve. 

Thus, the early sanatorium movement set for itself 
the goal of isolation of all patients. The next goal (in the 
twenties) was early detection of all patients by medical 
examinations. In the thirties the aim was to make enough 
tuberculosis beds available for all patients. The forties 
saw the development of early detection through mass 
X-raying to find the cases hidden among apparently 
healthy populations. In the fifties, with the coming of 
the new drugs and especially isoniazid, successful treat- 
ment of every patient was projected. 

The time is ripe, the Arden House conferees decided, 
for the recognition of drug therapy as a public health 
tool and for the setting of a new high goal. 


Effectiveness of Treatment with Isoniazid 

The Conference heard a report on some of the U.S. 
Public Health Service and Veterans Administration 
studies of isoniazid in treatment. The drug, used alone 
or in combination with other drugs, offers great potenti- 
alities in TB control because of its low toxicity, low cost, 
ease of administration by mouth, and proved effectiveness 
against active disease. The Veterans Administration stud- 
ies indicate that 90 per cent of patients can be rendered 
noninfectious if treated properly with drugs—95 per cent 
if the cases requiring surgery are included. It can be 
expected that very few will relapse. 
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Gaps in Treatment 


Is modern treatment being used as fully as possible? 
In a few areas of the country perhaps it is. It was agreed 
by the Arden House conferees, for example, that almost 
all hospitals are giving their tuberculous patients the best 
treatment available. Many communities, both rural and 
urban, are using every practical method to discover 
people with TB early in the course of their disease, to 
provide treatment and other assistance for all who need 
it, and to keep a watchful eye on former patients. 

But there are many, many gaps. For example, former 
patients whose disease was made inactive by the old 
methods—but who are not necessarily freed of infection 
with TB germs—are neglected in many case-finding 
efforts. Efficient case registers, which would help keep 
such patients under supervision, do not exist in many 
places. It seems to be a common practice to drop from 
supervision after only two or three years former patients 
and the contacts of active cases—another high risk group 
—whom we have succeeded in finding. 

Failures to report cases of the disease to health depart- 
ments cause another gap. So do the inevitable failures 
in our present case-finding programs. 


Many obstacles must be overcome 
if TB treatment is to be effective for all. 


A great number of patients are leaving hospitals 
against medical advice—as many as 40 per cent in some 
places. And up to half of the admissions to hospitals are 
readmissions. Not all these persons can be classed as 
relapses, since many of them did not receive full treat- 
ment the first time, but the readmission rate reflects 
recent failures in treatment. Treatment failures both past 
and present are leading to an accumulation of patients 
with effects of the disease that can be corrected only with 
great difficulty, if at all. 

Almost all TB patients who successfully begin their 
treatment in a hospital are expected to continue to take 
their drugs after returning home. In ideal situations these 
patients continue as outpatients at hospitals, clinics, or 
with private physicians, but the shift toward outpatient 
care has caught many communities without adequate 
facilities. In general, there has been no sign of increase 
in health department budgets corresponding to the 
decrease in hospital beds. 

The 1955 studies of nonhospitalized patients by the 
Public Health Service—confirmed by later experience— 
gave striking evidence of the gaps in home treatment. Of 
people with TB whom health authorities know to need 
supervision, 45 per cent were not hospitalized. Of these, 
72 per cent had active disease, often advanced; a great 
many had left the hospital against medical advice. One 
sixth of the nonhospitalized patients who needed medical 
supervision were not getting it. Even of those who were, 
almost half were unknown quantities with regard to 
bacteriological status, that is, their present infectiousness. 
And 40 per cent had had neither drugs nor rest prescribed 
for them. 


Why the Gaps 

There are chronic shortages of trained people, par- 
ticularly nurses, in hospitals, health departments, and 
other agencies. There is a short supply of agencies to 
provide for the social and rehabilitation needs of TB 
patients and a shortage of personnel in those agencies 
that do exist. 

A local physician, treating a tuberculous patient at 
home, is unable by himself to provide all aspects of care 
needed by the TB patient and his family. Furthermore, 
professional ethics prohibit him from insisting that a 
patient remain under his treatment for the long time that 
may be necessary—or even that the patient come to him 
in the first place. 

Many people are simply hard to get and keep under 
treatment. Superstitions, low educational level, and many 
other factors may inhibit their full participation. The shift 
from hospital to home care has in some ways increased 
the cost of medical care for the individual patient. 

Drug therapy is the heart of modern treatment, but 
much more is needed. Social service for the patient, 
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AVERAGES FOR 1955-1956-1957 


Average Averag 
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herd We are accustomed to thinking of the “reservoirs of 
infection” as being chiefly among older people, and this 


xa re is no doubt true in terms of rates. Some 36 million Ameri- ~ 
cans are probably infected at this moment, and perhaps 
iil two thirds of them are over 45. But half the newly re- 
| many ported active cases of TB are in people under 45. Further- + aS - 


‘e shift more, the Public Health Service estimates that there are 
2.2 million persons under 25 who are infected. This is 
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What’s more, we do not know the source of many 
of these infections of young people. It has often been 
stated that the great reservoir of disease is among alco- 
holics, Skid Row habitues, jail inmates, and the like, but 
do young people in general come in contact with such 
sources? If family or school contacts are the sources, 
another gap in the detection and treatment of infectious 
TB becomes obvious. 

If the infection of young people can be stopped, the 
conferees said, tuberculosis can be eliminated relatively 
soon. 


Other Factors 


There are other elements that must go into the “big 
push.” We must make an intensive effort to find the 
infected and those with active disease; this is primary. 
In addition, we must decide who among the active, 
inactive, and infected should be treated. We must set up 
an ideal regimen of therapy, to include isoniazid and 
other drugs. We must assign responsibility to the agen- 
cies and individuals involved, including health depart- 


ments and private practitioners, and see that help and 
guidance are available to these forces where they are 
needed. The programs must be financed. 

We already have achieved the virtual elimination of 
TB infection in small areas, one of the conferees pointed 
out—in many families, in certain neighborhoods, in close 
to whole counties in a few places. Why cannot we extend 
these areas until they coalesce and eventually cover the 
whole nation? Another conferee warned that oppor- 
tunities such as we now have in TB control do not 
come often nor last indefinitely. In some other parts of 
the world, for instance, it would be ridiculous to talk 
at this time of “virtual elimination of tuberculosis,” and 
the widespread use of drug therapy in such areas may 
produce large numbers of drug-resistant strains of TB 
bacilli. The moment may pass when the drugs we have 
are effective as weapons in an all-out assault on the 
disease. Drug-resistant strains may appear or be brought 
into the country, without the discovery of new drugs to 
fight them. 

The time is ripe now. 


The patient may need skilled rehabilitation help as well as medical care. 
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The Conference recommended assumption by state and local 
public health authorities of their responsibility for ensuring ade- 
quate treatment and rehabilitation of all patients with tubercu- 
losis. Regardless of the place of treatment of the patient, the 
attending physician should have available to him expert consul- 
tation in the fields of both medical sciences and the social services, 
which should be integrated in such a manner as to provide con- 
tinuity of care until the patient is restored to maximum possible 


productivity. 


The eleven secondary recommendations adopted by 
the Conference were not intended merely as supports for 
the major one. Each was framed to fill an important 
gap in the present program. Each was seen as worthy 
of the attention of people concerned with TB control, 
regardless of the fate of the other recommendations. 
Nor were the eleven assigned any order of priority. But 
in this first one (as arbitrarily listed here) the conferees 
put their finger on some of the elements essential for the 
success of the major recommendation—essential, that is, 
to ensure adequate treatment of tuberculosis. 

First, the conferees recognized the basic responsibility 
of public health authorities in ensuring availability of 
treatment services. 

Whether hospitalization or home care is used in the 
management of a TB patient, the results will be good if 


medical care and other services are adequate and if the 
patient is properly supervised. In a small but carefully 
controlled study in India, it was found that patients on 
closely supervised home care compared well in results 
with hospitalized patients at the end of the first study 
year. 

The Conference made no effort to set up standards for 
treatment, medical or otherwise, preferring to leave that 
to such bodies as the American Trudeau Society. Yet, 
although it is desirable for a patient to spend an initial 
period in a hospital, the trend is toward shortened hos- 
pital stays. Patients are now often discharged at a less 
stabilized stage than formerly, upon the assumption that 
they will continue to receive adequate drug therapy at 
home, perhaps for a long time. Private treatment at home 
is being encouraged by the growth of health insurance. 
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As reported in the PHS study mentioned under the 
major recommendation, one third of those nonhospitalized 
patients still under medical supervision received their 
care from health department clinics, one third from pri- 
vate physicians, and the rest from other sources. But 
some patients have come out of the hospital to find that 
the local health department has no facilities for caring 
for them. Patients have been lost to supervision even 
earlier because health departments accept the task of 
case finding but not that of seeing that patients are ade- 
quately treated when found. These are some of the weak- 
nesses it is the responsibility of the health department 
to correct. 

Second, the Arden House conferees highlighted the 
need to give expert help on medical and social problems 
to physicians, who may be facing an unaccustomed task 
in caring for a tuberculous patient. Physicians are inter- 
ested in their respiratory disease cases, which make up 
a large part of their practice, but they may know rela- 
tively little about the particular one called tuberculosis. 
The private doctor is destined to play a large role in TB 
treatment in the future and he will need help and support 
to satisfy the medical, social, educational, and economic 
needs of his patients. 

Third, great stress in the Conference discussion was 
laid on the words “continuity of care.” Lack of such 
continuity, many conferees felt, was a principal reason 
for infections becoming active disease, for the continuing 
need to provide expensive hospital care, and for the 
continued spread of new infections. 

The TB patient, especially at home, rarely has any 
one person or agency from whom he can obtain answers 
to the multitude of questions that beset him. What will 
the disease do to his livelihood and his future? Who will 
take care of his family? Who will pay for drugs and treat- 
ment services? These emotionally charged problems can 
mean patients lost from treatment. The threatening shad- 
ows of such problems make many people who have TB 
evade even the efforts of others who are anxious to find 
and help them. 

Services to solve the patient’s problems may be un- 
used. Medical care is primary, but there may also be need 
for psychiatric care, family counseling, education, and a 
dozen other things. Even when help is available from 
agencies in the community, often it is not applied to 
the patient because there is no one to guide him to the 
appropriate agency. 

Some one professional worker in each patient’s situa- 
tion should have this responsibility. Who it is can be de- 
cided locally. Nurses and social workers traditionally are 
the best fitted, each with special qualifications for the 
task. Social workers have training in handling nonmedical 
problems, but are often unavailable. Nurses are more 
likely to be available, and a nurse is generally the pro- 
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fessional in closest touch with the patient. But whoever 
it is who is faced with the responsibility, the person often 
finds herself pushed into the job of coordinating services 
for a patient without full preparation, backing, or facili- 
ties for carrying it out. 

As important as coordination of services for each 
patient and his family is coordination among the agen- 
cies offering the services. This is easy to talk about, hard 
to do. Honest agreement to cooperate often breaks down 
when the realities of specific needs run into the rigidities 
of agency programs and budgets; then there is “pull and 
tear” among agencies, as one conferee put it. Coordinating 
councils of various kinds have been tried but often fail. 
Yet some way to achieve coordination must be found. 

Even worse than failure of agencies to concern them- 
selves with the patient’s total needs is deliberate dis- 
regard of such needs. For example, there is the “feudal 
attitude,” as one conferee described it, that cuts a patient 
off from treatment entirely because he has left a hospital 
against advice; the refusal of welfare agencies to help 
a patient and his family because he is not “permanently 
and totally disabled” or because he is not a “legal resi- 
dent”; the Alice-in-Wonderland situation where the hos- 
pitals and the health department in a community are 
completely separate, so that a doctor may find it impos- 
sible even to get a patient's X-rays transferred from one 
agency to another. Then there is the fact that TB hospi- 
tals are often far apart, both physically and organiza- 
tionally, from other agencies. 

The conferees agreed that a coordinated agency pro- 
gram must begin with close cooperation between the 
voluntary TB agencies and the official agencies. Since 
medical treatment and its public health aspects are para- 
mount and the laws concerned with communicable dis- 
ease control so specify, the health department should 
and does have the chief responsibility, both locally and 
state-wide, for TB control. Each state health department 
should be the focus of a coordinated program within its 
state. The U.S. Public Health Service must be prepared 
to guide and help the states. 

What is being done in all these respects, locally and in 
states? What are adequate standards for patient care? 
What state-wide plans can be made? How can Federal 
grants best be allocated? These questions are probably 
the kind with which the U.S. Public Health Service can 
approach this problem. The TB associations should take 
the leadership in seeking adequate answers and should 
support and encourage health officials on all levels. A 
conferee referred to the desirable principles stated in 
the article “Relationships between Public and Voluntary 
Health and Welfare Agencies—Philosophy and Prin- 
ciples,” American Journal of Public Health of the Amer- 
ican Public Health Association, Vol. 49, No. 10, pages 
1307-1312, October, 1959. 


NATIO! 


O 5 


' 
2 
a 
Bi 
Bs 
a 3 
plair 
lowe 
cent 
a Mary 
have 
deat 
but a 
being 
new 
source 
Ci 
alone 
such 
worke 
must 
of ac 
—to a 


ever 
often 
vices 
acili- 


each 
agen- 
hard 
down 
dities 
1 and 
ating 
fail. 
nd. 
‘+hem- 
» dis- 
eudal 
atient 
spital 
help 
ently 
| resi- 
> hos- 
y are 
npos- 
n one 
nospi- 
aniza- 


y pro- 
n the 
Since 
para- 
e dis- 
hould 
y and 
tment 
1in its 


pared 


and in 
care? 
ederal 
ybably 
can 
d take 
should 
els. A 
ted in 
untary 
Prin- 
Amer- 
pages 


TUBERCULOSIS DEATH RATES BY STATE 
(1955-1956-1957 AVERAGE) 


NATIONAL AVERAGE 8.4 

56-— 84 

O) 32- 55 
Highest rate areas: east-central states and Southwest. In the 
plains states and the Northwest, the tuberculosis death rate is 
lower than the national average. The highest rates are con- 
centrated in a band across the east-central United States from 
Maryland to Arkansas. In the Southwest, New Mexico and Nevada 
have high rates—and Arizona the exceptionally high one of 22 
deaths per 100,000 of population. 


Concentrate Our Resources 


The Conference recommended concentration of the tuberculosis 
control program on those segments of the population with the 
greatest tuberculosis problem. This would include re-examination 
of tuberculosis control grants to states by the Federal government 
in recognition of the fact that there are strongholds of tubercu- 
losis in the country that are in need of extra resources. 


To win legislative and financial support, public 
health workers must offer not only a concrete program 
but also evidence that the funds already available are 
being wisely used. Sometimes it is not possible to gain 
new funds; then the most efficient use of existing re- 
sources becomes more important than ever. 

Concentration of resources does not apply to funds 
alone. People are resources, especially trained people 
such as doctors, nurses, social workers, and rehabilitation 
workers. In the fast-changing world of TB control, we 
must not lose such valuable assets as the experienced staff 
of a closing sanatorium. The staff can often be transferred 
—to an outpatient clinic, for example. 


TUBERCULOSIS CASE RATES BY STATE 
(1955-1956-1957 AVERAGE) 


564-1074 

422-— 56.3 

NATIONAL AVERAGE 42.2 

28.1-— 422 

C) 120— 280 

Case-rate picture similar to death-rate one. The geographic 
picture provided by case rates is similar to the one presented 
by death rates. The speed of the decline in death rates prob- 
ably overstates the improvement in the TB problem, and the 
death rates themselves do not reflect its true size. But this 
map and the death-rate one agree in showing the location of 
the worst areas, the east-central states and the Southwest. 


Concentrating resources means finding and attacking 
tuberculosis where it thrives most vigorously. One Arden 
House conferee drew the analogy of the conquest of the 
island of Okinawa by American forces during World 
War II. Even after the island was overrun by our troops 
and nominally won, there remained many pockets of 
resistance that had to be overcome one by one. 

Geographic studies of morbidity (illness) and mor- 
tality (deaths) show how tuberculosis has retreated into 
strongholds. By such studies, by selective case-finding 
practices, and by other means, we are already doing a 
great deal to pinpoint our efforts. Further concentration 
of our resources requires better record keeping, still more 
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and better selective case finding, better medical care 
coupled with improvement in the social factors of treat- 
ment, and other items covered in later recommendations. 

Control in the future will not be easier than in the 
past. On the contrary. When TB was at a high level, any 
effort against it could be considered fruitful. Now, the 
target is getting smaller and more difficult to hit. Much 
more care is required to show progress. The ingredients 


of success are more complicated; mistakes and wasted 
motion are easier. 

The Conference recognized that, in view of the 
responsibility in this field of the Federal agency, the U.S. 
Public Health Service, the first step might well be the 
better distribution of Federal grants to states. This will 
probably mean the provision of additional special project 
grants to states with special TB problems. 


Establish Intermediate Goals 


The Conference recommended establishment of intermediate 
goals, en route to the elimination of tuberculosis, together with 
corresponding suggested program priorities and performance 
standards. Such national goals and corresponding performance 
standards should be established as soon as possible by the joint 
staffs of the National Tuberculosis Association and the United 
States Public Health Service, following whatever consultation with 
other individuals and groups seems indicated. 
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and performance standards, in accordance with a suggested out- 
line to be prepared by the U.S. Public Health Service in coopera- 
tion with the National Tuberculosis Association. In formulating 
such goals and standards, the state health department should 
consult with its state tuberculosis association to develop a unified 
joint program of tuberculosis control for that state, taking into 
consideration the needs, extent of the problem, and resources of 
the various areas within the state. These state program blue- 
prints should be made available to the U.S. Public Health Service 
and the National Tuberculosis Association to assist them in main- 
taining realistic national goals and standards. 


All such goals, program priorities, and performance standards 
should be reviewed and revised periodically to take cognizance 
of changing conditions and new knowledge. 


The Conference called attention to the article “Service Statistics 
for Tuberculosis Control Programs” published in Public Health 
Reports (Vol. 74, No. 4, April, 1959), available from the U.S. Public 
Health Service; and the section on “Goals, Definitions, and Per- 
formance Standards” in the Highlights from the Report of the 
(1958-1959) NCTW Committee on Study of Program Activities, 
available from the National Conference of Tuberculosis Workers, 
1790 Broadway, New York 19, New York. 


In this recommendation, asking for the establishment 
of intermediate goals, the Arden House conferees pinned 
down some specific needs. They called for definite actions 
by the Federal, state, and voluntary agencies—the U.S. 
Public Health Service, state health departments, and the 
National Tuberculosis Association and its affiliates. On 
one point they even set a deadline, the end of the year 
1960. 

The conferees gave recognition to the National Con- 
ference of Tuberculosis Workers for its initiative in bring- 
ing up the subject of intermediate goals. One of the PHS 
staff members reported that a quick test had been made 
of the NCTW standards by applying one of them to the 
state of Iowa. The test demonstrated the difficulty of an 
attempt to establish standards on a numerical basis. The 
NCTW standard tested was a suggestion that a “sur- 


veillance level” in TB control could be attained if the 
status of the disease was maintained for five years at 
below two deaths per 100,000 and 10 new active cases 
per 100,000. The NCTW figures were adjusted to 15 
instead of 10 new active cases per 100,000. Even so, it 
was found that only 24 per cent, less than one third, 
of the counties in Iowa now meet the standard. These 
counties represent one sixth of Iowa’s population. 

The conferees wished to avoid hampering the think- 
ing and actions of people in the TB control field with 
hastily considered program details. They recognized that 
the establishment of intermediate goals, priorities, and 
program standards is the imperative first step in starting 
the “big push” and suggested that it be done immediately. 

This recommendation is the Arden House Confer- 
ence’s call for action—now, at once, in 1960. 


13 


geog- 
le Na 
nt year: | 
positive = 
tages of 
ents. 6 
d in the 
agonal 
20 years: 
17% 
re of Z 
newly in 
p in the 
Hoser 
| 


Evaluate Detection Programs 


The Conference recommended periodic evaluation on a state- 
wide basis of tuberculosis detection programs, with adjustment 
of such programs accordingly, so as to obtain maximum results 
from the funds available. The U. S. Public Health Service should 
provide assistance in such a study to any state that does not have 
the resources to conduct its own. The U. S. Public Health Service 
in cooperation with the National Tuberculosis Association should 
formulate and make available a guide for the conduct of such 
state-wide evaluation of tuberculosis detection programs. 


Case finding—or, as the Conference preferred to call 
it, case detection—is a vitally important activity that 
needs constant re-evaluation. 

The Arden House conferees put treatment first in 
their major recommendation. Nevertheless, the push to 
use treatment as a destroyer of the reservoir of infection 
could not get off the ground unless the people to be 
treated were first found. 

The Arden House conferees preferred to use the term 
“case detection” because many thought that the old, 
familiar “case finding” has become stultified. Too many 
people think only of the use of an X-ray truck or a school 
tuberculin-testing survey as constituting a case-finding 
program. In the future, the conferees agreed, the dis- 
covery and handling of cases must be much broader. 
Better diagnostic follow-up must be a part of the concept. 
Methods must be evaluated and costs analyzed with the 
help of such criteria as the practicality of follow-up. Find- 
ing a Skid Row “suspect” is of little value if he disappears 
before he can be treated. 

Follow-up and methods of diagnosis must reflect the 
latest techniques in differential diagnosis. Only recently 
have we realized how easily diseases due to fungus 
infections and atypical mycobacteria can be confused 
with tuberculosis. 

Identification and follow-up of contacts, always recog- 
nized as valuable but not always conscientiously carried 
out, now must be given the full emphasis their value 
warrants. 

A serious complication appears in the varied patterns 
of the disease in this country. There are high-incidence 
areas and low-incidence areas. There are groups that give 
a high yield in cases found and there are low-yield 
groups. The same applies to methods of case detection— 
some give high yields, some low. A careful appraisal of 
present practices must be made, taking these and other 
factors into account. 
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Reporting case-finding experience, the conferee pres- 
ent at Arden House from one state agency said that con- 
tact investigations yielded the highest percentage of new — 
cases. Contact investigation is now to be emphasized in — 


case detection in that state. 


The reporter went on to say that his state agency has — 


set up a continuing system of evaluation based upon 
costs. These vary, the agency found, from about $20 a 
case found by contact investigation when the original 
case was under five years old to $5,000 a case found in 
school radiographic screening programs in that state. As a 
result, the state has decided, for one thing, to move up 
the age level of those to be screened by hospital X-rays 
to over 25; below that age any mass case-detection efforts 
are not considered by this state agency to be practical 
in relation to cost. No doubt the figures would be different 
in other states. 

But the conferees agreed that the value of case- 
detection efforts should not be measured only in dollars 
and cents, nor areas of concentration determined only by 
yield. There are other values to the individual and to 
society when a young person rather than an old one is 
found and cured of TB. Even in dollar terms the saving 
is greater, although the cost of detecting the younger 
patient is higher. It may be more worth while to find a 
case in a low-yield group—such as a young mother on a 
midwestern farm—than the elderly, unmarried man 
turned up in a high-yield mental hospital setting. Even 
in terms of agency dollars, the Veterans Administration 
has found that its case-finding efforts save many dollars 
of its own money in compensation costs. 

A new criterion might henceforth be applied to a case- 
detection program—namely, its effectiveness in cutting 
down the reservoir of infection. This criterion would 
mean putting more effort into finding cases among 
younger age groups as well as among the older ones now 
so vigorously being sought out. 
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Are today’s case-finding programs . . . 


.. as effective as they could be? 


Today’s young tuberculin positives will be the sources 
of new cases and new infection to others for many years 
to come. Young patients respond better to treatment. For 
these and other reasons they may warrant concentration. 

Private doctors should be enlisted in case-detection 
efforts to a greater extent than they have been. One pos- 
sible though expensive step might be to furnish them 
with tuberculin-testing materials for use routinely on 
their patients. In a special program tried out by a small 
hospital in the South, a conferee reported, the doctors 
served by the hospital were given tuberculin for use on 
every patient who came into their offices. Positive reac- 
tors were brought to the hospital for free X-rays. If the 
reactor was found to have TB, a medical social worker 
was involved to search out the patient's contacts and 
bring them in for tests. At the same time the doctor was 
encouraged and helped with the medical aspects by the 
hospital’s specialists. The trial was fairly successful in 
enhancing the interest of private physicians in finding 
and treating TB. 

As is inevitable in any discussion of case detection, 
the subject of “reaching the hard to reach” was explored 
by the Arden House conferees. Unquestionably, because 
of difficulties in reaching them, the people who most need 
services are often the last to get them. Calling such 
people the hard to reach is the easy way out. Motives and 
attitudes must be taken into account; the hard to reach 
cannot be lumped under one heading. For example, racial 
or ethnic groups differ widely from Skid Row habitues in 
motives and attitudes. 

The difficulty may be that the TB control worker— 
generally a “middle socioeconomic group” person—may 
have little in common with the viewpoint, hopes, and 
aspirations of the “lower socioeconomic group” people 
with whom he is trying to work. Difficult as it may be 
for some of us to understand, tuberculosis as a problem 
may literally make no sense to the patient, who has 
plenty of other problems that seem to him more impor- 
tant to worry about. For such reasons, many of our efforts 
with economically deprived groups may be completely 
wasted. 

Uniform methods for measuring case detection and 
other aspects of TB control programs have been worked 
out by the U.S. Public Health Service. These are embod- 
ied in the “Service Statistics” document mentioned above 
in connection with the recommendation on establishing 
intermediate goals. Some states and other agencies use 
some of these standards. But evaluation of case-discovery 
efforts must be done continuously or at least periodically. 
The best place to start is with the states, and the agency 
recognized by the Conference as having the responsi- 
bility of promoting such evaluation is the U.S. Public 
Health Service, assisted by the National Tuberculosis 
Association. 
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Review 
Reporting Practices 


The Conference recommended periodic review 
by the U.S. Public Health Service of reporting 
practices within the various states in order to 
promote greater uniformity and to permit inter- 
pretation of comparable case report data. 


Poor reporting of tuberculosis cases to health depart- 
ments opens a big gap in TB control. The gap must be 
filled. The Arden House conferees saw review of report- 
ing practices by the U.S. Public Health Service as a way 
of tackling it. This is to be done not just once but on a 
continuing basis. 

For efficient administration of TB control, the con- 
ferees agreed, the health officer must have prompt and 
accurate reports on all cases. His work is complicated by 
the varying definitions of a reportable case. He is further 
handicapped by late and incomplete reporting. About 5 
per cent of all new TB cases are reported first on a death 
certificate, and even this estimate is conservative, for 
some states do not count such deaths as cases. In fully a 
quarter of the deaths due to TB, the individuals were 
not reported as cases during their lifetimes. 

Another weakness is indicated by the fact that 75 
per cent of patients reported are found to have advanced 
disease. Long-term delays in reporting cases may be at 
least part of the reason for this fact. 

Backing up the contention that all cases, inactive as 
well as active, should be reported, one conferee pointed 
out the frequency with which inactive disease becomes 
active. He described the experience of his state, where 
any suspected case is subject to report. The reporter does 
not even have to be a doctor but may be a nurse, health 
officer, or hospital staff member. In this state, physicians 
may actually be the initial finders of many of the cases 
officially reported by others. They are third from the top 
in the numbers of cases they themselves report; this is 
also true nationally. 

Physicians, the conferees felt, may have an unfortu- 
nate and increasing tendency to avoid reporting their TB 
cases. This does not necessarily mean that the cases are 
not being treated, at least for a while. Because physicians 
can now treat their patients with drugs, they may think 
they are justified in keeping their patients off the official 
records even though this is illegal and may not be to the 
benefit of the patient in the long run. As a result, sus- 
pected cases found in X-ray surveys are sometimes lost 
when the information is turned over to the individual’ 
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OF THE 178 MILLION AMERICANS ON JANUARY 1, 1960 


36 MILLION WERE 
INFECTED WITH TB 


156,000 <t————--—-_ NEW ACTIVE CASES TO DEVELOP, 1960-1964 


doctor. Similarly, patients X-rayed in a general hospital 
admission program may be lost when they leave the 
hospital before their suspected disease can be diagnosed 
and reported. 

We may soon be at the point, another conferee re- 
marked, when we shall have to insist on the reporting 
of any evidence of TB—even the reporting of positive 
reactors, who are only infected, not ill. 

The Conference agreed that the U.S. Public Health 
Service has the responsibility to bring order out of the 


THE ORIGIN OF FUTURE TB CASES 


142 MILLION WERE NOT 


Most new cases will come from people now 
infected. The 20 per cent of our nation’s pop- 
ulation estimated to have been infected with 
TB germs sometime in the past will contrib- 
ute three out of four of the new cases in the 
next few years, The rest will come from peo- 
ple not now infected. The implications for TB 
control, especially the need to discover tu- 
berculin reactors and investigate their con- 
tacts, are clear. 


chaos of reporting practices and to promote uniform 
criteria. One state director of public health pointed out 
that to get legislative support and funds, public health 
agencies must have accurate and complete figures. Legis- 
lators demand proof that TB control budgets are war- 
ranted. If state health departments hesitate to appraise 
and improve their reporting practices, this conferee 
warned, their legislators either may force them to do it 
or may slash appropriations on the basis of the false TB 
picture presented by inaccurately low statistics. 


Investigate Deaths from 


Unreported TB 


The Conference recommended systematic local investigation of 
tuberculosis cases first reported by death certificate to be con- 
ducted by appropriate representatives of the local medical com- 


munity. 


The subject of this recommendation is, of course, a 
piece out of the same puzzle for which some answers are 
sought in the recommendations on reporting practices 
and case detection. But it was regarded by the conferees 
as so important that it deserved separate handling. 

The fact that 25 per cent of deaths from tuberculosis 
had never been reported as cases during the life of the 
victim has already been mentioned. The conferees noted 
that this situation was just as bad ten years ago and has 
not improved. 

The investigations suggested by the Conference can 
be only after-the-fact procedures, of course. But it is 
hoped that pointing out to physicians their past failings 


may encourage them to do better in the future. It may 
even, one conferee thought, improve medical care as 
well as record keeping. 

It was recognized that such inquiries must be care- 
fully organized or they will continue to meet with misun- 
derstanding and opposition, as they have in the past. It 
was agreed by the Conference that members of the local 
medical community are best qualified to conduct such 
inquiries, perhaps stimulated by the local TB association. 
In one place the investigators might be a county medical 
society committee; in another, health department physi- 
cians; in a third, some other group acceptable to the 
medical community. 
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tory services. 


“Very few hospital or public health laboratories are 
using modern methods now available for the diagnosis 
and clinical supervision of patients,” the Arden House 
conferees were told. 

Lack of money and trained personnel were mentioned 
as causes of this gap, as they are of so many others. 


Provide Laboratory Services 


The Conference recommended provision of laboratory services 
conveniently available to all physicians diagnosing and treating 
tuberculous patients. These services should meet certain minimum 


a) provision for the detection by culture, and the identification, 
of Mycobacterium tuberculosis and other strains of mycobac- 


b) provision for performing tests of bacterial susceptibility to the 
antimicrobial agents most commonly used in the treatment 


The Conference also recommended that there be regularly re- 
curring evaluation of the adequacy and accuracy of such labora- 


Nevertheless, the conferees felt strongly about the situa- 
tion and suggested various measures that might be 
adopted to correct it, such as establishing a system of 
certification for laboratories. A conferee mentioned that 
the evaluation system used in venereal disease—rating 
laboratories in relation to each other—seemed to work 
well. The strong feeling of the American Trudeau Society 
that standards should be set—and kept high—was re- 
ported to the Conference. 

The recommendation as it was adopted by the Arden 
House conferees has several elements, including (a) pro- 
viding laboratory services, which implies finding the 
financial support for them; (b) making the services con- 
veniently available to physicians, particularly private 
practitioners; (c) making sure that the laboratories meet 
minimum standards; and (d) evaluating the services on 
a regular basis. 


Lab technician examining bacterial colonies 
in a culture tube. 


PHOTO CREDITS: Inside front cover: Columbia University, New York. Page 4: 
E. R. Squibb and Sons, New York. Page 6: Farm Security Administration, Wash- 
ington, D.C. Page 7: New York Tuberculosis and Health Association, New York. 
Page 8: Wisconsin Anti-Tuberculosis Association, Milwaukee. Page 15: New York 
Tuberculosis and Health Association, New York (upper) and District of Columbia 
Tuberculosis Association, Washington, D.C. (lower). Page 18: Communicable 
Disease Center, USPHS, Atlanta. Page 20: Boston Tuberculosis Association, Boston. 
Page 21: District of Columbia Tuberculosis Association, Washington, D.C. 
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Continue Use of BCG 
When Appropriate 


The Conference recommended use of BCG according to the 
recommendations made by the Ad Hoc Advisory Committee on 
BCG to the Surgeon General of the U.S. Public Health Service 
(American Review of Tuberculosis and Pulmonary Diseases, 
Vol. 76, No. 5, November, 1957) and by the American Trudeau 
Society (Ibid., Vol. 78, No. 1, July, 1958). The Conference further 


recommended that there be established improved standards for 
the evaluation of activity of BCG vaccines. 


The Conference reaffirmed the criteria for the use 
of BCG vaccine in this country only in certain groups of 
the population where risk of infection is high, as set forth 
in 1957 by the Public Health Service and shortly there- 
after by the American Trudeau Society. It was agreed 
that nothing has occurred since then to warrant changing 
the recommended criteria. 

It was pointed out, however, that iliiaiasisiiaaniae 
of even the limited use of BCG in this country—and its 
broader use in other countries—is complicated by the lack 
of standards for evaluation of the vaccine’s activity and 
effectiveness. No one has ever defined the biological 
characteristics that the BCG vaccine should have, one 
conferee noted. Experiments with animals have shown, 
for example, that the age of the culture used can enor- 
mously alter the effect of BCG vaccines in which the 
number of living bacilli are comparable. 

In its present form, there is no such thing as one BCG 
vaccine. The BCG vaccines used in various parts of the 
world show wide differences in biological characteristics. 
Production problems—particularly control of the strains 
of bacteria used—are enormous. 


$725,052 ,000 


Our knowledge of biology is such, the Conference 
was told, that practical criteria for a good vaccine could 
be set up, but they have not been so far. However, the 
World Health Organization of the United Nations is 
at present working on the problem. 

Should the search for a better vaccine go on? It is 
going on, the Arden House conferees were told. Six 
groups have PHS grants for such projects. There is always 
the hope that a better vaccine will be found. One con- 
feree undertook to define an ideal vaccine—low in cost, 
easy to use, high in the degree of immunity it confers, 
completely innocuous, and preferably usable with both 
positive reactors and those who are negative to the 
tuberculin test. But he added that, unless it was useful 
when given to tuberculin reactors (which BCG is not) 
and would produce greater immunity than the natural 
infection itself (a highly unlikely possibility), such a 
vaccine probably would be of little value in the United 
States, since at this point the great majority of new 
active cases are coming from those infected in the more 
or less remote past. On the other hand, a better TB 
vaccine would be very valuable in many other countries. 


STATE AND LOCAL 


TOTAL EXPENDITURES EXPENDITURES FOR TB IN THE UNITED STATES (1956) aul GOVERNMENT 


Hospitalization & 


Total 
$443, 162,000 $211,382,000 


Where the money goes. Hospitalization and rehabilitation are 
the big items, but compensation, not often considered, is enor- 
mous as well. Generally speaking, government spending far 
exceeds nongovernment spending, but in research the differ- 


NONGOVERNMENTAL 


Rehabilitation Compensation Control Research Construction Other 


Total Total Total Total 
$58,174,000 $3,961,000 $2,055,000 $6,318,000 


ence is not nearly as great as in other categories. In control, 
the nongovernment expenditures are greater than those of 
the Federal government but lower than spending by state and 
local official agencies. 


Expand Social Research 


The Conference recommended intensification of research with 
regard to the social, psychological, and cultural factors that affect: 


a) acceptance of case detection and treatment, together with con- 
tinuation of treatment; 


b) differential susceptibility of the individual to tuberculosis; and 


c) nature and results of treatment programs. 


This research would attempt to clarify what the social components 
are in the etiology of tuberculosis and in the program of tubercu- 
losis control. The latter, in turn, would be concerned with the 
cultural and other social aspects of the population involved in the 
particular control program under consideration and with the 
social aspects of the manner in which the program is conducted 
(for example, how it deals with the so-called recalcitrant patient). 


A strong feeling was manifest among the Arden House 
conferees that the social, psychological, and economic 
aspects of tuberculosis are sometimes too drastically 
subordinated to the medical. To make complete and 
effective the “big push” drive for drug treatment of all 
possible cases, the conferees emphatically recommended 
successful handling of the nonmedical problems of the 


It was first said fifty years ago: 
problem 


“Tuberculosis is a social with a medical aspect.” 
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patient as well. A vast amount of research is needed; the 
social angles have been something of a stepchild in the 
distribution of research funds and talent in the past. 
In the recommendation itself, the Conference described 
several dark places into which the social researchers 
should be encouraged to throw some light, such as factors 
affecting cooperation in case detection and acceptance of 
recommended treatment. 

In discussing other possibilities, the conferees touched 
upon a number of specific problems being investigated or 
considered for investigation, particularly the very inter- 
esting studies of the effect of nutrition on TB infection 
and disease now going on at the Rockefeller Institute. 
As one example of the many questions that can grow out 
of such research, a conferee asked: “Is there a possibility 
that TB can be prevented by giving a capsule of the 
essential nutritional elements in some regular way to 
people who are positive tuberculin reactors or who are 
unavoidably exposed to infection?” If so, this might mean 
another potential shortcut to the elimination of the 
disease. The answer given was cautious—more animal 
research is needed, followed by careful field trials with 
humans—but the question was not considered idiotic. 

Again and again, in referring to social problems need- 
ing research, the question was brought up, as it is in TB 
control circles everywhere: “Who are the hard to reach 
and how do we reach them?” 

One conferee summed up: “If we are going to im- 
prove services to the patient as a part of the drive to 
improve treatment as a whole, there must be investiga- 
tion of the social factors.” 
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The tuberculin test may become an annual check-up device for young and old alike. 


— 


Find a New Skin Test 


The Conference recommended intensification of research for a 
simple and accurate tuberculin test that can be applied and read 


by nonmedical personnel. 


The Arden House Conference suggested a new tool 
to be forged by research: a new, simpler test to uncover 
TB infections. Some of the conferees thought that if the 
“big push” program is to mean anything—if we are to 
succeed in giving adequate treatment to TB patients 
more extensively than we already are—then case detec- 
tion must be greatly stepped up. And only a more 
convenient yet still accurate skin test can make that 
possible. 

The Mantoux test is efficient, reliable, and the skin 
test of expert choice; the conferees did not wish to imply 
otherwise. But its great drawback is that it involves a 
needle, which presents an emotional problem to many 
people and, more importantly, makes it necessary for a 
physician or nurse to give the test and read it. The Arden 
House conferees envisioned, instead, a test that would be 
so simple, inexpensive, and easily applied that it might 
be used in great numbers without a physician or nurse 
present. The Heaf test has some advantages but does not 
meet the major requirements. 


If the test could be handled entirely by teachers, for 
example, it would greatly reduce the cost of school test- 
ing programs. It might even be used as a universal annual 
check-up device, as has been done—or recommended, at 
least—with chest X-rays for adults. Looking rather far 
into the future, we can see that such a test might even 
bring nearer the day when all positive reactors will be 
treated with some form of preventive. 

But the great hope of a quick and easy test is that it 
would make it possible to identify people who have 
become positive soon after they have been infected, to 
track down the source of infection without delay, and to 
get the source under treatment before he infects still 
others. 

The present patch test, it was agreed, is inadequate on 
many grounds, particularly reliability. There is no definite 
prospect of a test better than the Mantoux, but the Con- 
ference decided it was reasonable to believe one could 
be developed. There is certainly no technical reason 
against the possibility of such a test. 
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Continue Isoniazid Studies 


The Conference recommended recognition of the importance and 
potential significance of the current isoniazid prophylaxis field 
study of the Tuberculosis Program of the U.S. Public Health 
Service. The Conference recommended that adequate appropri- 
ations be continued by Congress for support until completion of 
this study, which may provide a significant shortcut to elimination 
of tuberculosis in this country. 


The field study of isoniazid prophylaxis being con- 
ducted by the Public Health Service and partly supported 
by the NTA received a great deal of attention from the 
Arden House conferees. Since the study is not completed, 
no recommendations for widespread prophylactic pro- 
grams were possible, based on the findings. 

The study is in two parts. In the first, isoniazid was 
given to children with primary TB in an effort to find 
out if it would prevent complications. The children in- 
volved number 2,750, of whom for one year about half 
received isoniazid and the other half received an innocu- 
ous pill—a “placebo.” There were 27 complications in the 
first year among the placebo-receiving children, 2 among 
those on the drug. After the first year they received no 
medication but continued under observation. In the next 
year, 8 of the placebo children turned up with complica- 
tions compared with 3 of the isoniazid youngsters. The 
study is now in its fourth year. 

Some of the conferees acquainted with the study 
thought that one major inference could be drawn from 
it. There could be no doubt, they said, that all children 
under one year of age with positive tuberculin test reac- 
tions should be considered as having primary TB and 
should be put on isoniazid for a year to forestall the 
terrible possibility of tuberculous meningitis or miliary 
tuberculosis. This is now generally recommended. One 
speaker said it ought to be considered malpractice for a 
doctor to fail to do this. 

The study also has demonstrated that children up to 
four years old should receive treatment if their X-rays 
show any lung abnormalities. Other conferees suggested 
that those entering puberty who have a strong reaction 
to tuberculin—a group long known to be in serious 
danger of active TB—should perhaps be treated in the 
same way. 

Some other inferences may also be drawn, the con- 
ferees were told. For instance, most complications seem 
to occur in the first twelve months, and it can be hoped 
that a year of drug taking will prevent them entirely— 
not merely postpone them. The effect seems to last even 


into the third year, and there is hope that it will go onj 
indefinitely. 

The second part of the study involves some 60,000 
persons under observation in 79 communities and a num- 
ber of institutions of the United States (including Alaska 
and Puerto Rico). In these communities when a case is 
discovered, all contacts are tuberculin-tested and X- 
rayed. Those with active disease, although treated, are; 
eliminated from the study. The rest, both positives and) 
negatives, are given isoniazid or a placebo. Even the doc- 
tor handling the case does not know which the patient} 
is getting. 

It is too soon to draw any conclusions from this study. 
Will isoniazid prevent infection? Will it prevent active 
disease in tuberculin-positive adults? It seems likely that 
it is effective while given. How long the prophylactic 
effect will last after drug-taking has stopped—which is 
the crux of the research—remains to be seen. 

It is hoped that isoniazid prophylaxis may prove use- 
ful in some high-risk groups. An encouraging point is that 
the drug’s toxicity is very low; only 3.2 per cent of the 
subjects had to stop taking it because of uncomfortable 
side effects. Interestingly enough, almost as many—2.5j 
per cent—of the placebo group felt they had to give up) 
their pills, innocuous though they were. i 

Can people be persuaded to take pills daily for aj 
whole year? Seventy-five per cent of the children in the’ 
study did take them. Of course, they had primary TB, and 
their parents were very anxious to give them treatment, 
A conferee remarked that people who are hard to reach i 
in mass surveys will probably also be difficult to persuade 
to take pills. Among the people of Puerto Rico, where] 
tuberculosis is rampant and fear of it great, cooperation 
with the study has been very good—with close super4 
vision and careful education. In Alaska, villagers have 
taken their pills regularly at home for prolonged periods 
with remarkable fidelity. 

In any event, the study certainly must be supported 
and continued as the best possibility for a major break- 
through in TB control in this country. 
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